Background: Cesarean rates have increased significantly over the past decade. The
are multifactorial and include cultural factors, the changing attitudes of women and clinicians, and fear of giving birth known as tocophobia.
As with any surgical procedure, cesareans are associated with risks that can affect the health of the woman, her child, and future pregnancies. 6 These risks are higher in women with limited access to comprehensive obstetric care, often in low-and middle-income countries (LMICs). [11] [12] [13] In 2015, the WHO concluded that there was no evidence to support cesareans benefitting women or infants who did not require the procedure. 6 Therefore, it is important to better understand the reasons and underlying socio-cultural norms contributing to increasing cesarean rates. Four existing reviews have been identified which examine the views of why women choose CDMR. McCourt et al. concluded that before 2006 very few women elected for CDMR. Of those who did, "personal and societal reasons, including fear of birth and perceived inequality and inadequacy of care, underpinned these requests." 14 Mazzoni et al. summarized quantitative data on women's preferences for cesarean. 15 Thompson reviewed qualitative literature, but searched limited databases and only included studies from high-income countries. 9 Lavender et al. 16 assessed evidence from randomized controlled trials; however, in the absence of data, they concluded there is "an urgent need for a systematic review and synthesis of qualitative data." This review systematically and comprehensively synthesizes qualitative information from both LMICs and highincome countries about reasons underlying CDMR. The objectives of this study were to (1) critically review published, peer-reviewed, and gray literature on women's reasons for CDMR and (2) identify the key themes within current literature pertaining to women's perceptions and reasoning behind CDMR.
| METHODS
The Cochrane Library, the Campbell Collaboration, and the International Prospective Register of Systematic Reviews (PROSPERO) were searched to identify available or ongoing systematic reviews. The following databases were then searched to identify primary, peer-reviewed studies published between 2006 and 2016: MEDLINE, EMBASE, CINAHL, LILACS, and PsycINFO. These five databases were chosen based on relevance and geographical scope. The search strategy was developed by searching within the results for important articles identified through initial exploratory scoping. The search was an iterative process, with search terms and key words being refined to maximize sensitivity and specificity of search results.
Combinations of key concepts from the Medical Subject Headings (MeSH) database were used in the literature search. The University of Texas search filter for qualitative studies was combined with the search terms to detect relevant studies. 17 Please refer to Appendix S1 (available online) for the full search strategy and search terms used for each database.
Despite issues relating to data quality, non-peer reviewed 'gray' literature was included in this review to encapsulate a broad overview of women's preferences for CDMR. The following sources were searched to identify relevant literature: e-theses online service (ETHoS), conference proceedings on Index of Conference proceedings, Google Scholar, and the websites of the King's Fund, Royal College of Midwives, Royal College of Obstetricians and Gynaecologists, National Childbirth Trust, and Birth Choice UK.
Only full-text qualitative studies were included in this review. This facilitated the incorporation of "real life" experiences in evidence-based policy-making, enabling worldviews of participants to be unpacked at a particular time and location. 18, 19 14 Studies containing only quantitative data or using structured questionnaires were excluded as they did not provide the depth of information required to understand why women prefer CDMR. There was no exclusion based on setting. Due to translation service resource constraints, articles not in the English language were excluded.
All papers identified via database searching were exported into EndNote 7.1 and duplicate references removed. Titles and abstracts of all publications identified in the search were screened using three questions by both authors independently (Appendix S2-available online). This determined whether they would be considered for a full text review. Once studies were determined to have met the inclusion criteria, each study was read in-depth and data systematically collated using a predefined data extraction form (Appendix S3-available online). The lists of the studies identified for inclusion by both authors were then compared. Where the authors disagreed on the inclusion or exclusion of a study, the full text was retrieved and re-reviewed against the criteria found in Appendix S3 until an agreement was made. Information was then tabulated using an Excel spreadsheet. Details recorded included author, year, title and country, aims and sample details, data collection methods, findings, and limitations (Table 1) .
The methodological rigor and quality of each study was assessed by a single reviewer (COD) using the standardized 10-point Critical Appraisal Skills Program (CASP) Qualitative Study checklist. 20 This involved asking two screening questions-did the review address a clearly focused question and did the authors look for the right type of papers-followed by an 8-point assessment with respect to precision, applicability, and overall quality of the research. 20 The purpose of the checklist was to help inform judgments, rather than encourage mechanistic approaches to quality assessment. No studies were excluded on the basis of quality; instead the checklist was used to compare the quality of selected studies, identify possible limitations, and enrich synthesis. Studies were then rated as "high", "medium," or "low" quality depending on their CASP score (Appendix S4-available online). The rating of "high", "medium," or "low" was assigned by the studies meeting between 10-8, 7-5, or 4-0 of the criteria, respectively.
Findings from the studies were narratively and thematically synthesized. Data synthesis was conducted in three overlapping stages, using the model described by Thomas. 21 First, textual findings from primary studies were coded and data which were of interest tabulated. Second, descriptive, recurrent themes were analyzed, and relationships explored within and across included studies. 22 Finally, this resulted in the generation of "analytic" themes (third-order interpretations) derived from a "line of argument" based on translation of textual findings from primary studies (first-order concepts) and recurrent, descriptive themes (second-order concepts). This enabled similarities and differences across group codes to be analyzed and new interpretations beyond those of the original studies to be derived. Greater weight was given in the synthesis to the studies identified as "high" quality based on the CASP tool assessment. The project was assessed by the Research Governance and Integrity Office at the London School of Hygiene and Tropical Medicine as not requiring ethical approval from the ethics committee.
| RESULTS
The PRISMA diagram outlines the number of papers included or excluded at each stage of the search process ( Figure 1) . A total of 16 articles are included in this review. [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] The characteristics of each study are summarized in Table 1 , with an in-depth analysis and critique included in the supplementary material (Appendix S4-available online). Fifty percent (n = 8) of studies included in this review were published since 2013. The majority of studies (56%, n = 9) collected data in the public health care setting. The sample size of the selected studies ranged between 6 and 392 participants; however, most studies (75%, n = 12) had samples of 49 or less. The selected studies included women aged between 16 and 43 years old, with the exception of one study where age was not stated. 31 Only two studies reported ethnicity, where the significant majority of women were Caucasian (85% and 97%, respectively). 18, 37 Six studies enrolled only primipara, [24] [25] [26] [27] [28] 35 four enrolled only multipara, 33, 34, 36, 37, 39 while six included primipara and multipara. 23, [28] [29] [30] 32, 37 Eleven studies included the views of pregnant women in their third trimester (weeks 29-40), with two including women from week 20 and 26. 34, 35 Eight studies collected data on women's relationship status. [24] [25] [26] 32, 33, [35] [36] [37] All women who participated in the studies were in a relationship or married, with the exception of one participant in the study by Lagomarsino et al., who was single.
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Of the ten studies which reported educational status, seven found that the majority of participants had a university education, [22] [23] [24] 26, 30, 37 while two contained a majority of participants with a secondary school education 25, 32 and one a primary school education. 24 Fourteen studies used purposive sampling. The two remaining studies used a convenience sample, 28 or randomized women to two groups to receive a decision-aid booklet or usual antenatal care. 36 Thirteen studies explained their method of participant recruitment, which involved a mixture of health care professional recruitment, external advertisements, and a mixture of these two or self-selection. Three studies did not explain their recruitment method. 23, 33, 34 In terms of data collection, most (14) studies used individual in-depth interviews, lasting between 20 minutes and 2 hours. Of these, 13 were semi-structured based on an interview guide, [24] [25] [26] [27] [29] [30] [31] [32] [33] [34] [35] 38 and one used unstructured interviews, whereby interviews began with a general question, followed by specific questions. 23 Two studies did not use interviews, but rather a written questionnaire 28 and an open-ended written survey. 36 Most studies (n = 12) analyzed the data thematically. 23, 25, 26, 28, 30, [32] [33] [34] [35] [36] [37] [38] This enabled analysis to be driven by the insights of participants. It followed a similar pattern whereby data were familiarized, then coded. When common concepts emerged, these were connected into themes and subthemes. Three studies analyzed data using grounded theory 24,27,31 and one used both thematic analysis and grounded theory.
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All 16 studies were assessed for quality against criteria from the CASP Qualitative checklist ( Figure 2 and Appendix S5-available online). Overall, the studies were considered to be of moderate rigor, with all providing some description of the strategies used to select participants and collect and analyze data. All studies considered context and identified the importance of informed consent and ethical approval. was awarded a low methodological rigor, having met only four quality criteria. 35 Unlike the other studies, it did not consider reflexivity and respondent validation. Moreover, it did not explain how the data were selected from the original sample, nor did the authors critically examine their role or use triangulation. Qualitative analysis of each study resulted in the identification of three main themes and an additional nine subthemes (Figure 3 ).
| Theme A-Social Norms
The first key theme identified across studies was that of social norms and the importance of culture and social influences when deciding mode of delivery. 31 Studies revealed that many women considered it to be a common and normal procedure and, in certain societies, both "modern" and "fashionable." 23, 40 Under the theme of social norms we identified three major subthemes: social influence, culture, and choice.
Social influence was described in 12 studies.
23,25-29,31,32,34-37
The decision for CDMR was often shaped by pressure from partners, family, friends, and the media. 25 This social influence was often deep-rooted, with numerous women across studies identifying their own mothers had negative experiences of vaginal delivery.
26,28,29

No woman in my family has been able to give birth vaginally for 4 generations. They all have long 2nd stage (around 24 hours), baby then becomes distressed and an emergency C-section is required. (Hull et al.)
I ask…my mother who has three to four normal pregnancy that is normal delivery good or not? She says that cesarean is good. (Jamshidi Manesh et al.) 29
This was coupled with the perceived "guaranteed safety" of a cesarean. This view was reinforced by relatives who recently experienced childbirth. 
My sister always recommended C-section to all pregnant women because of some problems after vaginal delivery. (Faisal et al.) 25
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Several studies also highlighted the role of the media and popular culture reinforcing a negative impression of vaginal delivery. 27 27 A second important subtheme mentioned in several studies was culture. One specific example was in Iran, whereby the woman's husband and in-laws have a major influence on the mode of delivery. The idea that the husbands needs should be taken into account, combined with a consumer-based approach to birth often lead to women opting for CDMR as illustrated by the following quotes: 23 Some studies equated a cesarean with modernity and better quality of care, as expressed by one postnatal woman: 25 We live in a civilized society where we can choose our method that best suits our fears and concerns. (Hull et al.) 28 
My husband said: "Do C-section, I will pay all its costs, I cannot see your pain during normal vaginal delivery." (Abbaspoor et al.)
I don't
| Theme B-Emotional Experiences
The second main theme concerned emotional experiences. This theme emerged from four subthemes: feelings of fear, safety, control, and avoidance of memory.
Thirteen studies reported one of the main reasons women prefer CDMR was fear of vaginal delivery or "tocophobia." The combination of fear of pain, unpredictability, and loss of dignity were often internalized and resulted in CDMR. 25 Fear of unpredictability and uncontrollability of vaginal delivery impacted on women's preference for CDMR. 24 Unlike vaginal delivery where the time of birth is unknown, the time and date can be set in a cesarean, giving the mother a sense of control over both the situation and her body. One woman in Fenwick's study expressed this level of control to that of a "perfectly orchestrated birth" with "all the right people in the right place at the right time" (Fenwick et al. 2010 ). 26 Control was particularly important for women who had undergone a prior emergency cesarean and is associated with the subtheme "previous birth experience."
Birth reminds me of staying in the dark. I'm afraid of darkness. One cannot know what will happen in darkness, and birth is something like that… (Boz et al.)
With the second one, by having another Cesarean, felt more of a control over it…I knew where it was going to happen… the process …and what it was going to be like. (McGrath et al.) 33
The final subtheme was that of avoidance of memory. Some women elected for delivery by cesarean, as they assumed that by having an anesthetic they would not remember anything about the birth.
24,29
In order to not remember anything about the birth, I'll have a cesarean. It means recalling nothing about the birth. (Boz et al.) 24 Since I won't feel pain or anything else at the birth, I don't care about what will happen later. Nothing will happen and I'll endure the pain later. At least I won't feel pain while birthing. (Boz et al. ) 24 
| Theme C-Personal Experience
The third theme was personal experience, which encapsulated previous birth experience and previous encounters with health care professionals and the health care system more broadly.
Several studies reported a previous negative birth experience, either by vaginal delivery through a lack of assistance 28, 32, 37 or emergency cesarean through a traumatic experience. 33, 34 Many believed an emergency cesarean would be inevitable, so planning a cesarean provided control. For many, the need for control was directly attributed to a sense of disempowerment from the previous birthing experience. 33 Fears about labor and vaginal birth were reinforced through discussions women had with clinicians. One woman reported:
My physician told me that it (cesarean) is safe, it will spare me the pain during labor and it is better than to end up with cuts and sutures with a vaginal birth. (Kabakabian) 30
Clinicians' professional judgment and guidance had a significant role in decision-making. Many women acknowledged risks and reassigned responsibility to their doctor, trusting their skill and experience to reduce the chance of an adverse incident. 26 
I trusted them. I handed control of myself over to them. (Fenwick) 26
This was juxtaposed with distrust of health care staff involved in previous vaginal deliveries, with frequent, inappropriate examinations being a key factor as to why women stated a preference for CDMR.
When a woman experiences labor… the nurses replace frequently. They examine you so much, you must suffer too much… It was very bad, but cesarean wasn't in this manner… in the beginning they took me to operation ward and made me unconscious, then I was comfortable. (Jamshidi Manesh et al.) 29 
| DISCUSSION
The findings of this review suggest a complex interplay of various factors as to why many women elect for CDMR.
These include prevailing ideologies, mediated by the wider milieu in which people live, such as their cultural context, structural and geographical location, and personal biography. In Iran, for example, the influence of family plays an important role in the choice of mode of delivery. 23 CDMR has also been shown to be higher in older women, with higher socioeconomic status, delivering in private hospitals. 41, 42 Social norms featured more prominently in primiparous women, emphasizing the importance of choice. Primiparous women were greatly influenced by accessing different forms of knowledge (medical, non-medical, written, verbal, and visual) from multiple sources, (family, friends, health care professionals, and media) with varying degrees of influence. 43 Recognizing this, it is important to note that the current rate of increase in cesareans is unsustainable. Efforts should therefore be taken to reduce rates to comply with WHO guidelines. As outlined in this review, factors affecting CDMR are complex; therefore any interventions need to reflect this.
One strategy to help decrease cesarean rates is to promote vaginal delivery. 42 This could be achieved through health promotion programs and improving the birthing environment. 44 It is also important to educate women as to the risks associated with cesarean delivery, particularly for repeat pregnancies. Likewise, certain mistruths about vaginal delivery, particularly those around compromising sexual function, need to be addressed though a range of educational programs. For these programs to be effective, it is important that prior exploratory research is undertaken to better understand social, cultural, and symbolic contexts surrounding CDMR. The views and behaviors of health care providers play a key role in women's preferences. Clinicians should ideally be impartial and use evidence-based guidelines when helping a woman make a decision. In the United Kingdom, the National Institute for Health and Care Excellence has issued guidelines which take into account the clinical, social, and economic factors pertaining to CDMR with the aim of ensuring the safety of mother and infant. 45 The guidelines issued in 2011 state that if the request is due to anxiety about childbirth, then a referral should be made to a health care professional with expertise in perinatal mental health support to address this. 46 If, after discussion, vaginal birth is still not acceptable then planned cesarean should be offered. The most common reason identified for CDMR in this review was tocophobia. It is therefore essential that clinicians focus on the underlying reasons behind tocophobia and offer measures, such as labor support classes, to support women faced with this decision. 8 A recent study found that after receiving intervention counseling, 86% of women with tocophobia elected to give birth vaginally. 47 Counseling should be tailored to each woman depending on the level of anxiety and reasons underlying her fears. Finally, high-quality antenatal education should not be underestimated, as it can affect the process and outcome of childbirth. 48 CDMR rates show a distinct socioeconomic gradient with higher rates observed in private hospitals, compared with the public system. 39, 49 There are clear financial incentives promoting CDMR, including insurance coverage for childbirth, patient costs, and provider revenues. 4 Given the potential financial incentives to health care providers, it is important this area is better regulated as ultimately the provision of safe, effective, and evidence-based care is paramount. 
| Strengths and limitations
This systematic review is the most recent comprehensive attempt to examine women's preferences for CDMR, regardless of geographic or economic context. The quality of studies was assessed using the standardized CASP checklist, meaning that greater importance was placed on the conclusions from those studies deemed to be of a higher quality. Thematic synthesis provided a useful and robust framework to synthesize qualitative data. This enabled similarities to be identified, which were not recognized in single studies, and integrate them into major themes to gain a more comprehensive understanding of CDMR. With regard to study limitations, the exclusion of studies published in languages other than English makes the review prone to language bias. This is particularly unfortunate, given the high rate of cesarean deliveries in Central and South America, where the predominant languages are Spanish and Portuguese. The synthesis of findings was used in a reductive manner: overarching concepts were developed to encompass all aspects women felt were important when choosing CDMR. 50 Therefore, some of the meaning of key concepts may have been lost during synthesis, when themes were translated across studies to identify meta-themes. 51 This was minimized by transparent data extraction from the authors, who ensured all concepts were accompanied by a narrative memo about how they were developed and connected.
Despite an extensive search of gray literature sources the review only contains peer-reviewed studies found in databases. Due to a limited number of publications, no studies were excluded on the basis of poor or poorly described methodology. Generalizability of the synthesis is limited, as samples were small and often self-selected, resulting in participation bias. Furthermore, these findings are often deeply contextualized and include "information rich" cases. Hence, it is difficult to transfer from one setting to another. Only two studies reported ethnicity of women. This is important, since previous studies have demonstrated higher cesarean rates in the black population. 52 A further Given the influence family and social contexts have on women's preferences for CDMR, it would be pertinent to explore these issues in future research. This would enable health care professionals to better understand the complex underlying social networks that impact on the decisions behind CDMR.
| Conclusions
The reasons behind CDMR are multifactorial and complex. Situation-specific cultural factors, along with previous experience and interactions with health care professionals, are likely to have led to the increase in CDMR. To address these issues and conform to WHO guidelines, it will be important to facilitate an environment that emphasizes and educates health care providers and women of the benefits of vaginal delivery. 54 It is essential that obstetricians establish the underlying reasons behind CDMR to provide clear, evidencebased information on a case-by-case basis. 55 It is crucial that upstream determinants, including social norms, are considered and interventions targeting mothers, health care workers and systems are implemented both at the individual and population levels.
